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2013.03.0Abstract Files of medical malpractice claims represent a valuable source of information on med-
ical errors. Therefore, a greater understanding of the claims may highlight their causes and thus
help to prevent them.
This study aims to revise the closed claims of malpractice investigated by The Committee of Medical
Ethics in the Egyptian Medical Syndicate in the years 2008 and 2009 in order to determine the
causes of claims and their characteristic distribution.
Methods: This study included 91 claims. The claims’ ﬁles were investigated for the causes, the
resulting injuries, and litigation outcomes, as well as their distribution regarding locations of the
claims’ events and defendant physicians’ characteristics.
Results: Improper performance of the procedure was the most frequent cause (21%), followed by
unethical conduct (19%) and surgery in a non-equipped place (16%). Regarding the location of the
claims’ events, urban areas were more frequent than rural areas. There were no signiﬁcant differ-
ences either in the frequency or severity of injuries between claims caused by events that occurred
in outpatient health care settings and those that occurred in inpatient health care settings. The pri-
vate health sector was a more frequent site of claims’ events compared with the public health sector.
Obstetrics/gynecology was found to be the most frequent specialty of the defendant physicians of
the claims.
Conclusion: Althoughmost of the events of the claims resulted in severe injuries, they are preventable.
This indicates the great need for more effort to increase patient safety in all health care settings.
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031. Introduction
Medical malpractice is deﬁned as any act or omission by a phy-
sician during treatment of a patient that deviates from ac-
cepted standards of practice in the medical community and
causes an injury to the patient.1
Files of medical malpractice claims represent a potentially
valuable source of information on medical errors. Therefore,orensic Medicine Authority.
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causes and thus help to prevent them in the future.
The Medical Syndicate is the country’s association of phy-
sicians, and is by far the most powerful professional associa-
tion in the health sector.2 The Committee of Medical Ethics
in the Egyptian Medical Syndicate receives hundreds of mal-
practice claims per year. Determination of negligence is based
on peer reviews of the ﬁled claims. The physician peer review-
ers have access to the full claim records since the standard of
care, professional and patient culpability and any other cir-
cumstances are taken into account before reporting the deci-
sion. Then, the disciplinary board reviews the claim and
reaches a consensus.
This study aims to revise the closed claims of malpractice
investigated by the Committee of Medical Ethics in the Egyp-
tian Medical Syndicate in the years 2008 and 2009 in order to
determine the causes of the claims and the resulting injuries, as
well as their distribution regarding the governorates, health
care sectors and defendant physicians’ characteristics. This is
in order to understand the underlying causes of their events
which is crucial to preventing their occurrence in the future.
2. Materials and methods
This exploratory descriptive study was conducted by reviewing
ﬁles of closed malpractice claims which had been received and
investigated by the Committee of Medical Ethics in the years
2008 and 2009. The study included closed claims only since
the claims that were not yet closed by the Committee were
not available. The claims’ ﬁles included the statement of the
claim, medical reports and records detailing the plaintiff’s
pre- and post-event conditions, interrogatories and other
litigation-related documents, as well as experts’ opinions from
both sides and the decision of the disciplinary board.
The extracted data included: defendant physician’s gender,
specialty and qualiﬁcations, location of the claims’ events,
claims’ causes, cases’ outcomes and litigations’ outcomes.
For the cases’ outcomes measure, four categories were used:
low severity (emotional injury, insigniﬁcant injury or minor
temporary injury); moderate severity (major temporary or
minor permanent injury); high severity (signiﬁcant permanent,
major permanent or grave injury) and death.3
2.1. Statistical analysis
Collected data were tabulated and IBM software SPSS statis-
tics, version 19 was used to calculate frequency and percentage
of claims’ categories. Chi square and Fisher’s exact tests were
used for statistical comparison of frequencies between the
different groups. All reported P values are two-sided
(P> 0.05: non-signiﬁcant, P< 0.05: signiﬁcant).
3. Results
The study included 91 claims which represented the closed ﬁles
of claims of malpractice that have been received and investi-
gated by the Committee of Medical Ethics in the years 2008
and 2009. It should be noted that the Committee received in
these years 1379 petitions, which included claims of malprac-
tice and other petitions related to managerial aspects. Unfortu-
nately there was no accurate record for the numbers of allmalpractice claims and the ratio of dismissed and dropped
claims, but there is a great disproportion between the number
of received claims and the number of claims that had been
investigated by the board which infers that the greater propor-
tion of the claims is either dismissed or dropped.
Table 1 shows the characteristics of defendant physicians,
location of the claims’ events, cases’ outcomes and litigations’
outcomes. Regarding the characteristics of the defendant
physicians, male physicians were found to be more frequent
defendants than female physicians. Also, 73% of the claims
were against specialists. Obstetrics/gynecology was the most
frequent specialty of the defendant physicians of the claims
(40.7%), followed by surgery (24.2%) and internal medicine
(8.8%).
The study included cases from different governorates in
Egypt; Cairo was the most frequent governorate, followed by
Giza. Regarding the locations of the events of these claims, ur-
ban areas were more frequent than rural areas. The private
health care sector was a more frequent location than the public
health care sector. Also, claims that occurred in inpatient
health care settings were more frequent than those in outpa-
tient health care settings.
Regarding cases’ outcomes, death was the most frequent
out come (42% of the cases), followed by severe injuries
(21% of the cases). Bar chart 1 shows the causes of the claims
in relation to cases’ outcomes. Improper performance of the
procedure was the most frequent cause (21%), followed by
unethical conduct (19%) and surgery in a non-equipped place
(16%). Regarding the outcome of the cases, delayed transfer
and faulty anesthetic procedures were found to have the worst
outcomes as they resulted in death of all cases while unethical
conduct was found to be the least cause resulting in death of
the cases (only 4%).
Table 2 shows the causes of the claims in relation to their
locations either in the outpatient health care setting or inpa-
tient health care setting; 53% of the claims’ events occurred
in outpatient settings while 47% of the claims’ events occurred
in inpatient settings. Improper performance of surgical proce-
dures was found to be the most frequent cause of the claims
that occurred in inpatient settings (32.3%) followed by inade-
quate postoperative follow-up (20%). Fisher’s exact test
showed signiﬁcant differences in the frequencies of these causes
between outpatient groups and inpatient groups. Unethical
conduct was the most frequent cause of the claims that
occurred in outpatient settings (28.4%), followed by surgery
in a non-equipped place (25.7%). Fisher’s exact test showed
signiﬁcant differences in the frequencies of these causes be-
tween out patient groups and inpatient groups. There were
no signiﬁcant differences in the frequencies of the other causes
between inpatient and outpatient groups.
Bar chart 2 shows cases’ outcomes in relation to the loca-
tions of the claims’ events; outpatient or inpatient health care
setting. Chi square test showed no signiﬁcant differences in the
proportions of all outcome categories between inpatient and
outpatient groups.
Table 3 shows causes of the claims in relation to their loca-
tions; either public or private health care sector. In the private
health care sector group, the most frequent cause was impro-
per performance of surgical procedures, as well as surgery in
a non-equipped place (20%). In the public health care sector
group, improper performance of surgical procedure was also
the most frequent cause, followed by inadequate postoperative
Table 1 Characteristics of defendant physicians, cases’ outcomes, locations of the claims’ events and litigations’ outcomes.
Characteristics Frequency %
Defendant’s gender
-Male 83 91
-Female 8 9
Defendant’s qualiﬁcations
-General practitioner 12 13
-Specialist 66 73
-Consultant 13 14
Defendant’s specialty
-Obstetrics/gynecology 38 41.8
-Surgery 22 24.2
-Int. medicine 8 8.8
-Ophthalmology 7 7.7
-Anesthesia 4 4.4
-Orthopedic surgery 4 4.4
-Pediatric 4 4.4
-Dermatology 1 1.1
-Int. medicine 1 1.1
-Physiotherapy 1 1.1
-Radiology 1 1.1
Governmental distribution
-Cairo 28 31
-Giza 15 16
-Other governorates 48 53
Location
Urban/rural
-Urban 81 89
-Rural 10 11
Public/private
-Public sector 20 22
-Private sector 70 77
-Othersa 1 1
Health care settings (out/inpatient)
-Outpatient settings 44 48
-Inpatient settings 47 52
Governmental distribution
-Cairo 28 31
-Giza 15 16
-Other governorates 48 53
Cases’ outcomes
-Minor 18 20
-Moderate 16 17
-Severe 19 21
-Death 38 42
Litigations’ outcomesb
-Innocence 35 39
-Prohibition of physician’s medical practice 28 31
-Fine payment 24 26
-Warning 4 4
-Deletion of the physician’s membership to the medical association 1 1
a Refers to false information about the physician’s qualiﬁcations in an advertisement.
b Percentage > 100% as the defendant physician in a claim was punished by both a ﬁne and prohibition of medical practice.
106 S.M.S. Azabfollow-up. Fisher’s exact test showed a signiﬁcant difference in
the frequencies of claims caused by surgery in a non-equipped
place between both groups (public and private health care sec-
tors) while there were no signiﬁcant differences in the frequen-
cies of all other causes between both groups.
Bar chart 3 shows the cases’ outcomes in relation to the
locations of the claims’ events; public or private health caresectors. Chi square test showed no signiﬁcant differences in
the proportions of all outcome categories between both
groups.
Bar chart 4 shows causes of the claim in relation to the
defendant physicians’ qualiﬁcations, improper performance
of surgical procedure was found to be the most frequent cause
of claims against both specialists and consultants while
Bar chart 1 Causes of the claims in relation to cases’ outcomes.
Table 2 Causes of the claims in relation to their locations (outpatient/inpatient health care setting).
Claims’ causes Outpatien settings Inpatient settings Total n. of the
cause
Fishers’s exact test
(P Value)
N. % N. %
Improper performance of surgical
procedure
8 10.8 21 32.. 29 0.003*
Unethical conduct 21 28.4 5 7.7 26 0.002*
Surgery in non-equipped place 19 25.7 4 6.2 23 0.002*
Inadequate postoperative follow-up 1 1.4 13 20 14 0.000*
Diagnosis errors 3 4.1 7 10.8 10 0.19
Improper treatment 5 6.8 3 4.6 8 0.72
Improper supervision of resident or
other staﬀ personnel
5 6.8 3 4.6 8 0.72
Incompetent physician 5 6.8 1 1.5 6 0.21
Delayed transfer 4 5.4 2 3.1 6 0.62
Surgical foreign body/towel left in
patient after procedure
3 4.1 1 1.5 4 0.62
Not indicated surgery 0 0 3 4.6 3 0.1
Faulty anesthetic procedure 0 0 2 3. 2 0.22
Total n. within the setting 74 100 65 100 139
* Signiﬁcant P value.
Bar chart 2 Cases’ outcomes in relation to the location of the
claims’ events (outpatient/inpatient health care setting).
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claims against general practitioners (GP). Unethical conduct
included fraud, disrespecting colleagues, lack of informed con-
sent, deception, falsiﬁcation of medico-legal report and viola-
tion of patient’s privacy.
Regarding litigations’ outcomes, 39% of the claims were
defensible while the non-defensible claims represented 61%
of the studied claims. The decisions of the disciplinary board
in non-defensible claims are listed in Table 1. Deletion of the
physician’s membership to the Medical Association was the
most severe punishment that was decided for a physician
who had been represented in front of the board before the cur-
rent claim because he did not have a license for medical prac-
tice from the legal authorities and he returned to the same
conduct.
108 S.M.S. AzabThe physicians’ defenses in all defensible claims are listed in
Table 4. Absence of evidence of the error, inevitable complica-
tions of the surgical procedures and the absence of direct cau-
sal relationship between the error and injury were the most
frequent defenses of the defendant physicians. Patient-related
factors represented the physicians’ defense in eight cases
(17% of defensible claims). These included both behavioral
factors (incompliance and inadequate follow-up) and clinical
factors (patients’ primary conditions) that were considered
critical contributors to cases’ outcomes.Bar chart 3 Cases’ outcomes in relation to the locations of the
claims’ events (public/private health care sectors).4. Discussion
Over the past decade, there has been a steady increase in the
number of malpractice litigations brought against healthcare
providers. This was explained by an increase in the patients’
awareness with regard to their rights in a setting of an overbur-
dened health system with limited resources.4
Kane (2010) reported that claims’ frequency should not be
used as an estimate of the rate of either medical errors or
malpractice since he found that the majority of claims were
dropped and the larger percentage were closed without pay-
ment.5 Weiler et al. (1993) matched claims’ data with hospital
records and they found that less than 15% of patients who
suffered a negligent injury ﬁled a claim, and negligence was
evidenced in only slightly over 15% of ﬁled claims.6
Regarding the characteristics of the defendant physicians of
the claims, this study found that the most frequent specialty
was obstetrics/gynecology, followed by surgery and internal
medicine. Specialty differences in the frequency of malpractice
claims have also been reported by previous studies which
found that surgeons and obstetricians/gynecologists are sued
more often than other physicians.5,7,8
Studdert et al. (2005) identiﬁed speciﬁc specialties that are
at high-risk for litigation, including: emergency medicine,
general surgery, orthopedic surgery, neurosurgery, obstetrics/
gynecology and radiology.9The greater liability to a malprac-
tice claim in these specialties can be explained by several fac-
tors; these specialties frequently address acute medical
problems that require rapid decision-making such that a poorTable 3 Causes of the claims in relation to their locations (public/p
Claim causes Health ca
Public
N.
Improper performance of surgical procedure 6
Unethical conduct 4
Surgery in a non-equipped place 0
Inadequate postoperative follow-up 5
Diagnosis errors 2
Improper treatment 1
Improper supervision of resident or other staﬀ personnel 3
Incompetent physician 0
Delayed transfer 0
Surgical foreign body/towel left in patient after procedure 1
Not indicated surgery 2
Faulty anesthetic maneuver 0
Total 24
* Signiﬁcant P value.outcome may be unavoidable. These specialties are also
predominantly procedure driven, and outcomes may be
scrutinized by the skill of the treating physician. Moreover,
physicians who cover trauma or emergencies are more liable
for litigation due to the increased risk of poorer outcomes in
these settings compared with elective practices.10
This study showed that claims against male physicians were
more frequent than claims against female physicians. This may
be due to the differences in specialty distribution between male
and female physicians since male physicians are concentrated
in the specialties that are at high risk for litigation (obstet-
rics/gynecology and surgery).
Specialists were found to be the most frequent defendants
in the studied claims, followed by consultants and general
practitioners (GP). This can be explained by a greater liability
to malpractice claim in specialists and consultants who face
more challenges than GP as they perform major surgeries
and manage more complicated cases. This also was evident
from the causes of the claims against each category. The high-
est frequency of claims against specialists and consultants was
due to improper performance of surgical procedures (23% for
both) while the highest frequency of claims against GP was due
to unethical conduct (37%) followed by incompetency (22%),
which may be due to the lack of knowledge, skills and experi-
ence as a GP.rivate health care sectors).
re sector Total Fisher’s exact test (P value)
Private
% N. %
25 23 20 29 0.59
17 22 19 26 1
0 23 20 23 0.01*
21 9 8 14 0.07
8 8 7 10 0.68
4 7 6 8 1
13 5 4 8 0.14
0 6 5 6 0.59
0 6 5 6 0.59
4 3 3 4 0.54
8 1 1 3 0.08
0 2 2 2 1
100 115 100 139
Bar chart 4 Causes of the claims in relation to the defendant physicians’ qualiﬁcations.
Table 4 Physicians’ defenses in all defensible claims.
Defences N. %
Error could not be evidenced 14 29
Inevitable complication 11 23
No direct causal relationship between error and injury 9 19
Damage occurred due to patient’s primary conditions 6 13
No damage 4 8
No available facilities 1 2
Patient shared in the responsibility 2 4
The physician reconciled with the plaintiﬀ 1 2
Total 48 100
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cies of the categories of cases’ outcomes between outpatient
and inpatient groups. The same ﬁndings were reported by
Bishop et al. (2011) who compared the number, magnitude
and type of paid malpractice claims for events in inpatient
and outpatient settings. They found that the number of paid
malpractice claims in each setting was similar and the out-
comes of outpatient events were not trivial since major injury
or death accounted for almost two-thirds of paid claims for
events in the outpatient setting. They reported that the most
common reason for paid claims in the outpatient setting was
diagnostic errors (45.9%) whereas in the inpatient setting the
most common reason was surgical errors (34.1%).11
The most frequent cause of claims in the outpatient setting
in the current study was unethical conduct, followed by
surgery in a non-equipped place (25.7%). These ﬁndings reﬂect
shifts in medical care since surgical procedures are increasingly
performed in the outpatient setting.12 Also, these ﬁndings
reﬂect lack of safety control measures in outpatient health care
settings. This reveals the great need to improve patient safety
in the outpatient setting which may be more difﬁcult than in
the inpatient setting since the number of outpatient care sites
is much greater than that of inpatient care sites. Also, many
outpatient sites may be too small to have well-trained staff
who devote signiﬁcant attention to improve patient safety.11
The current study found that 78% of the claims were
caused by events that had occurred in the private health caresector (private hospitals and clinics). Moreover, events of the
claims caused by surgery in a non-equipped place, incompetent
physician, faulty anesthetic procedures and delayed transfer
had occurred only in the private health care sector. This
reveals a shortage of means and resources to provide quality
services in these places.
The private health care sector represents a resource that is
available and used even in the poorest countries and among
lower income groups.13 This can be ascribed to several factors:
ease of geographic access, shorter waiting periods, longer or
more ﬂexible opening hours and greater availability of staff
and drugs. In addition, both informal and formal user charges
which may be levied in the public sector make public sector
services equally or more expensive.14,15
Poor patients may be at higher risk for use of deﬁcient
private service providers since they have less access than the
rich to the more sophisticated tertiary level public sector facil-
ities. Therefore, when they use the private sector, they tend to
use less qualiﬁed or traditional providers. Moreover, the poor
were found to use informal, illegally practicing private provid-
ers more frequently.16 This is due to lower costs and easy
accessibility to these providers. Also, poor patients may lack
the requisite knowledge and information to choose higher-
quality providers.17
The number of private health service providers increased
dramatically in Egypt within the past few years. This is due
to non-governmental organizations (NGOs) that provide
health care services, including religiously afﬁliated clinics and
other charitable organizations.2 Thus, Egypt, as one of the
developing countries where the private health sector grew to
meet demand and to overcome the inevitable decline in public
spending, now has large, often thriving private health sectors
that are insufﬁciently regulated.16
There is no formal mechanism in place to monitor and eval-
uate the quality of the health care services that are offered by
different categories of private service providers. Hence, there
are no strict rules and regulations governing this sector in
Egypt. This results in the existence of private service providers
that lack the means and resources to provide quality services.
Also, there are several deﬁciencies in the private health care
110 S.M.S. Azabreferral system,2 which were evident in the current study since
all cases of delayed transfer had occurred in the private sector.
Non-defensible claims (61%) resulted in litigations’
outcomes that included warning, ﬁne payment, prohibition
of the physician’s medical practice (for a period ranging from
3 to 6 months) and deletion of the physician’s membership to
the Medical Association. It is important to note that the values
of payment in all claims were small since its maximum value
should not exceed 1,000 LE (according to the regulations of
the Egyptian Medical syndicate that have not been changed
since the year 1965). This reveals the need to revise these
regulations and to take more action against the physicians
when the medical errors have been evidenced. This also raises
a question about the motivations that drive the plaintiffs to
present their claims to the Committee of Medical Ethics,
Egyptian Medical Syndicate, despite the fact that they will
not gain direct compensation for their injuries.
Boothman et al. (2009) mentioned that many patients ﬁling
lawsuits are driven by a need to understand what happened
and why, a desire to be heard and to inﬂuence the safety of
care in the future, and a need to know that providers are being
held accountable.18 Therefore, settled claims for negligent
adverse events are an expression of patients’ experiences of
medical errors causing harm and their desire to prevent them
from happening again.19
Moreover, a previous study found that courts have played a
limited role in inﬂuencing health care practices in some devel-
oping countries.20 Cortez (2011) explained this by several
problems facing the patients’ access to justice in developing
countries: the jurisdictions frequently struggle with massive
case backlogs, weak judicial institutions, inadequate legal
infrastructure, corruption and other endemic problems in the
developing world.17 All of these factors may explain why the
plaintiffs in the current study presented their claims to the
Committee of Medical Ethics, Egyptian Medical Syndicate,
despite the fact that they will not gain direct compensation
for their injuries.
It is important to note that the defendant physician in eight
claims was the manager of the hospital that was involved due
to his/her responsibility of all workers in the hospital. In two
of the claims, the disciplinary board decided to punish the
defendant physician for errors that were committed by other
coworkers who were not punished since they are not registered
with the Medical Syndicate (a nurse in one claim and a techni-
cian in the other). This indicates the great need for an inte-
grated system to investigate claims of malpractice and to
decide, fulﬁl and follow-up.
5. Conclusions
Although most of the events of the claims resulted in severe
injuries, they are preventable. It is mandatory to improve
patient safety in outpatient health care settings as well as
inpatient health care settings. Claims caused by events that
had occurred in the private health care sector were due to a
shortage of means and resources.
6. Recommendations
It is essential to develop a strong health care system with the
ability to accredit, monitor and evaluate the provided healthservices. Also, continuous education and on-the-job training
of the physicians is important to ensure safe practices. In addi-
tion, it is important to enact and enforce legal restrictions and
regulatory controls and to raise public awareness of consumer
rights and standard clinical behaviors.
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